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elcome  to  the  inaugural  issue  of  “Continuing  Care”!  This 
newsletter  is  being  launched  in  response  to  the  high 
amount  of  interest  in  the  project  to  integrate  Alberta’s 
nursing  home  and  auxiliary  hospital  systems.  It  will  replace 
the  popular  Patient  Classification  Progress  Reports,  although  updates 
on  patient  classification  will  be  included  as  part  of  this  new  newsletter. 

The  title  of  the  newsletter  represents  the  continuum  of  care 
services  provided  by  long  term  care  facilities  and  the  ongoing  nature  of 
this  care.  The  logo  is  comprised  of  two  interlocking  “C”’s,  for  Continuing 
Care.  The  C’s  are  linked  together,  representing  the  interconnection  of 
the  various  parties  involved  in  bringing  about  an  integrated  long  term 
care  system.  Such  a major  system  change  cannot  be  achieved  by 
government,  service  providers  or  consumers  working  in  isolation,  it 
requires  a joint  effort. 

The  purpose  of  the  newsletter  will  be  to  keep  readers  informed 
about  the  progress  of  the  Long  Term  Care  Integration  Project  as  a 
whole,  and  the  various  subprojects  that  are  one  by  one  helping  to  bring 
about  an  integrated  long  term  care  system.  This  newsletter  is  meant  for 
you,  the  reader,  so  let  us  know  how  we’re  doing  with  it  and  what  you 
would  like  to  hear  about.  Each  issue  will  also  include  a “You  Asked  Us” 
section,  so  start  sending  in  your  burning  questions  and  we’ll  get  on 
them  right  away! 


HIGHLIGHTS 
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INTEGRATION:  WHERE  DID  THIS 
ALL  COME  FROM? 

In  the  beginning  was  the  Hyde  Report....  The 
Alberta  Nursing  Home  Review  Panel,  chaired 
by  Dr.  Harry  Hyde,  presented  government 
with  a series  of  43  recommendations  in  their 
1982  report  on  Alberta’s  long  term  care  system. 

The  first  two  priority  recommendations 
highlighted  by  the  panel  were  the  integration  of 
nursing  homes  and  auxiliary  hospitals  into  one 
type  of  long  term  care  facility,  and  the 
introduction  of  a patient  classification-based 
funding  system  for  these  long  term  care  facilities. 
These  recommendations  were  reiterated  in  the 
1988  Mirosh  Report,  “A  New  Vision  for  Long  Term 
Care  - Meeting  the  Need”,  and  were  overwhelmingly 
supported  by  the  briefs  received  in  response  to 
that  report. 

The  need  for  the  integration  of  long  term  care 
facilities  has  become  apparent  over  time.  One 
reason  for  moving  to  an  integrated  system  is  to 
prevent  unnecessary  movement  of  clients  between 
towns  or  facilities  (if  their  home  community  only 
has  one  type  of  facility  or  if  their  care 
requirements  change).  To  meet  this  goal,  it  will  be 
necessary  to  move  to  a common  funding 
methodology  for  nursing  homes  and  auxiliary 
hospitals  in  the  province.  A second  reason  is  that 
benefits  available  to  residents  vary  according  to 
which  of  the  two  types  of  facilities  an  individual 
resides  in.  In  addition,  it  should  be  noted  that  in 
many  areas  of  the  province,  the  roles  of  nursing 
homes  and  auxiliary  hospitals  have  blurred. 

Patient  classification  results  confirmed  that,  in 
many  cases,  nursing  homes  are  providing  care  for 
the  same  types  of  clients  as  some  auxiliary 
hospitals.  For  reasons  such  as  these,  seniors’ 
groups  have  been  advocating  an  integrated  system 
for  some  time  now. 

In  1989,  Alberta  Health  released  the  discussion 
paper,  “Values  and  Principles  to  Guide  the 
Development  of  a Coordinated  Institutional  Long 
Term  Care  System  in  Alberta”,  to  the  Long  Term 
Care  Liaison  Committee.  The  principles  outlined  in 
that  paper,  which  was  endorsed  by  the  Liaison 
Committee,  will  be  used  as  a guide  throughout  the 
developmental  work  on  the  Integration  Project. 
These  principles  are  outlined  below. 


1.  Client  Focus  - Ensure  that  services  are 
planned  for  and  delivered  to  the  client  as  they 
best  meet  his/her  needs.  Ensure  that  client 
choice  and  client  rights  are  respected  in  the 
provision  of  services. 

2.  Health  Promotion  Focus  - Encourage  healthy 
lifestyles  and  create  an  environment  that 
maximizes  the  independence  of  the  client. 

3.  Promotion  of  Independence  - Enable  people  to 
maintain  their  independence  even  if  admission 
to  a long  term  care  facility  is  required.  Promote 
independence  in  the  delivery  of  all  services 
within  the  long  term  care  system. 

4.  Community  Emphasis  - Ensure  that  clients  are 
able  to  stay  in  their  homes  and  communities  as 
long  as  possible.  Promote  a greater  range  of 
community  services,  such  as  adult  day 
programs  and  respite  care. 

5.  Flexibility  - Design  services  in  such  a way  that 
client  needs  can  be  met  in  a flexible  manner, 
recognizing  and  accommodating  changes  in 
client  and  family  needs. 

6.  Continuum  of  Services  - Ensure  that  a 
coordinated  continuum  of  services  be  available 
to  most  appropriately  meet  the  broad 
spectrum  of  client  needs. 

7.  Accessibility  - Coordinate  access  to  the  long 
term  care  system  in  order  to  reduce  confusion 
for  clients  and  their  families,  with  timely, 
appropriate,  and  thorough  assessment  based 
on  the  needs  and  resources  of  the  client  and 
the  client’s  support  network. 

8.  Choice  - Reinforce  the  client’s  right  and 
responsibility  to  participate  in  decisions 
regarding  services  and  care  practices. 

9.  Holistic  Care  - Provide  care  in  a holistic 
manner  covering  the  physical,  social, 
psychological,  mental  and  spiritual  needs  of 
residents.  Emphasize  an  interdisciplinary 
approach  to  care  planning  and  delivery. 

10.  Quality  Care  - Ensure  that  a high  calibre  of 
services  and  quality  of  care  are  provided  to 
clients. 

11.  Quality  of  Life  - Ensure  that  clients  can 
maintain  a good  quality  of  life  while  receiving 
long  term  care  services.  This  implies  a method 


of  delivery  of  service  which  respects  client 
choice,  client  rights,  personal  dignity,  privacy 
and  maximization  of  personal  potential. 

12.  Cost  Effective  - Ensure  delivery  of  cost 

effective  and  appropriate  services  with  a focus 
on  evaluation  and  the  use  of  outcome 
measures.  Remove  financial  incentives  for  the 
use  of  a higher  level  of  care  than  is  needed. 
Facilitate  the  standardization  of  client  benefits 
across  the  long  term  care  system. 


LONG  TERM  CARE 
INTEGRATION  COMMITTEES: 
WORKING  TOGETHER 
TOWARDS  A SYSTEM  FOR  THE 
FUTURE 

he  Integration  Project  has  been  very 
much  a joint  effort  between  government 
(Alberta  Health)  and  service  provider 
groups.  Two  committees  were  established 
to  work  on  this  project,  the  Long  Term  Care 
Integration  Core  Group  and  the  Long  Term  Care 
Integration  Steering  Committee.  The  mandate  of 
these  two  committees  is  to: 

• Act  as  a forum  to  discuss  and  review  projects 
within  a project  management  framework  relating 
to  the  integration  of  nursing  homes  and  auxiliary 
hospitals. 

• Delegate  ad  hoc  consultation  task  forces  to 
research,  analyze,  and  recommend  solutions  to 
specific  integration  tasks. 

• Provide  advice  to  Alberta  Health  on  development 
and  implementation  issues  relating  to 
integration. 

• Serve  as  a communication  link  with  the  long 
term  care  industry  to  focus  on  issue 
identification  and  resolution. 

• Advise  the  Long  Term  Care  Liaison  Committee  of 
the  progress  of  projects  as  required. 

The  smaller  Core  Group  meets  on  a monthly 
basis.  In  addition  to  representatives  of  Alberta 
Health,  members  were  appointed  by  the  Alberta 
Long  Term  Care  Association  and  the  Alberta 


Hospital  Association.  Efforts  were  made  to  ensure 
representation  from  as  wide  a variety  of  long  term 
care  facilities  as  possible  (urban-rural  locations; 
combined-multilevel-standalone  facilities;  district- 
voluntary-private  ownership  groups;  acute  care; 
small  and  large  size  facilities).  These  individuals  do 
not  represent  their  particular  organizations  alone, 
but  rather,  are  responsible  for  working  together 
towards  a common  goal  of  a coordinated, 
integrated  long  term  care  system  which  most 
appropriately  meets  the  needs  of  the  clients  who 
require  its  services.  Thus,  they  are  representing 
you,  and  you  should  feel  free  to  contact  any  of 
these  individuals  to  be  updated  on  the  work  of  the 
Committee,  or  to  request  that  a particular  issue  be 
raised  for  discussion  with  that  group. 

The  Long  Term  Care  Integration  Core  Group 

consists  of  the  following  members: 

• Vivien  Lai  (Chair),  Alberta  Health,  Long  Term 
Care  Institutions  Branch 

• Greer  Black,  Program  Operations,  Long  Term 
Care  Institutions  Branch 

• Phyllis  Dell,  Edmonton  General  (Grey  Nuns) 
Auxiliary  Hospital 

• Wayne  McKendrick,  Extendicare  Health  Service 
Inc. 

• Rulon  Meldrum,  Edmonton  & Rural  Auxiliary 
Hospital  & Nursing  Home  District  #24 

• Shirley  Morie,  Westlock  Auxiliary  Hospital  and 
Nursing  Home 

• Marlene  Raasok,  Carewest,  Calgary 

• Alex  Smyl,  Wainwright  and  District  Health  Care 
Complex 

• John  Vogelzang,  Lacombe  Community  Health 
Care  Centre 

• Joe  Simon,  Financial  Services,  Long  Term  Care 
Institutions  Branch 

• Donna  Smith,  Program  Development,  Long  Term 
Care  Institutions  Branch 

The  group  also  includes  the  resources  of  the 
following  support  staff: 

• Rich  Bayly,  Alberta  Long  Term  Care  Association 

• Bruce  Finlayson,  Alberta  Hospital  Association 


• Alberta  Health  staff 


The  members  of  the  Long  Term  Care  Integration  Core  Group:  ( left  to  right-standing)  Ray  Johnston,  Vivien  Lai,  Donna  Smith,  Doug 
Shindeleer,  Shirley  Morie,  Rich  Bayly,  David  Gariepy,  Chuck  Box,  Gregg  Ulveland,  Chantelle  Wellock,  Rulon  Meldrum  ( left  to  right- 
seated)  Corinne  Schalm,  Kathy  Hughes,  Phyllis  Dell,  Marlene  Raasok  and  Lynn  Hickey 


The  Long  Term  Care  Integration  Steering 
Committee  meets  quarterly  to  provide  direction  to 
the  work  of  the  Core  Group.  It  consists  of  the  Core 
Group  plus  the  following  individuals: 

• Don  Philippon  (Chair),  Alberta  Health,  Assistant 
Deputy  Minister,  Hospital  Services  Division 

• Carl  Bond,  Alberta  Long  Term  Care  Association 

• Phil  Gaudet,  Good  Samaritan  Society 

• Representative,  Alberta  Hospital  Association 

• Paul  Rushforth,  Carewest  Calgary 

• Sheila  Weatherill,  Edmonton  & Rural  Auxiliary 
Hospital  & Nursing  Home  District  #24 

Updates  on  three  areas  of  work  (funding 
system  framework,  long  term  care  reporting  form, 
and  support  services)  are  provided  later  in  this 
newsletter.  In  the  next  issue  of  this  newsletter,  we 
will  provide  more  details  on  the  issues  these 


committees  will  be  discussing  over  the  months  to 
come. 

RESULTS  FROM  THE  1989 

PROVINCE-WIDE 

CLASSIFICATION 

In  the  1989  province-wide  patient 

classification,  12,644  residents  were  classified, 
representing  95%  of  all  long  term  care  beds. 
On  a province-wide  basis,  results  were  fairly 
similar  to  the  1988  classification: 

• The  average  age  of  residents  was  80.7  years 
• 66%  of  residents  were  female 
• 13%  were  never  married,  23%  were  married  and 
64%  were  widowed,  divorced  or  separated 
• 78%  prefer  to  speak  English,  7.1%  Ukrainian,  4.5% 
German,  2.4%  French  and  8%  other 


• 60%  of  residents  have  some  type  of  psychological 
disorder 

• The  average  number  of  medications  (different 
drugs,  not  number  of  doses)  taken  per  day 
decreased  from  4.7  in  1988  to  4.3  in  1989. 

• The  proportion  of  residents  in  heavy  care 
categories  (F,  G)  increased  over  1988  with  a 
corresponding  decrease  in  lighter  care  categories 
(A,  B,  C),  as  shown  in  the  graph  below. 


Patient  Classification  System 
Percentage  of  Residents  in  each 
Classification  Category 


CLASSIFICATION  CATEGORY 

• 71%  of  residents  classified  in  1988  were  classified 
again  in  1989.  Of  these  8,754  residents,  48%  were 
at  the  same  classification  category,  18%  were  at 
lower  categories  and  34%  were  at  higher 
categories  in  1989. 

• Residents  admitted  between  the  two 
classification  periods  (1988  and  1989)  had 
significantly  lighter  care  requirements  than  those 
who  were  discharged. 

• About  80%  of  residents  who  were  classified  as 
Category  A or  B in  1988  were  still  in  the  same 
facility  in  1989.  On  the  other  hand,  65%  of  1988  F 
Category  and  61%  of  1988  G Category  were  in  the 
same  facility  in  1989.  This  indicates  that  lighter 
care  residents  are  likely  to  remain  in  the  facility 
for  a longer  period  of  time. 

This  type  of  data  has  been  very  helpful  in 
explaining  to  individual  facilities  why  their  Case- 
Mix  Index  changed  from  1988  to  1989.  If  you 
would  like  more  information  about  your  facility, 
please  write  to  Vivien  Lai,  Director,  Long  Term 
Care  Institutions  Branch,  Alberta  Health. 


LONG  TERM  CARE  FUNDING 
WORKSHOPS  MUCH  IN 
DEMAND! 

On  April  1,  1989,  Alberta  Health 

introduced  the  Case-Mix  Index  (C.M.I.) 
funding  system  for  direct  nursing  care 
in  long  term  care  facilities.  This 
represented  the  first  step  in  the  development  of  a 
common  funding  methodology  for  nursing  homes 
and  auxiliary  hospitals.  C.M.I.  funds  the  direct  care 
nursing  component  (approximately  50%  of 
expenses  in  long  term  care  institutions).  In  the 
first  year  of  implementation,  $12  million  was  added 
for  nursing  care  services  with  70  facilities  receiving 
additional  funding  based  on  their  care 
requirements.  In  1990/91,  an  additional  $8.1 
million  was  added  to  recognize  heavy  care. 


LTCIB’s  Director,  Vivien  Lai  outlines  the  highlights  at  the 
Lethbridge  workshop. 


To  assist  long  term  care  providers  in 
understanding  the  new  funding  system,  workshops 
have  been  held  upon  request  in  various  regions  of 
the  province.  These  began  in  May,  and  continued 
into  the  fall.  Sessions  were  held  in  Edmonton, 


Workshops  always  include  lively  discussions. 


Continuing  high  demand  for  funding  workshops. 


David  Gariepy  outlines  the  current  funding  method. 


Humor  helps  illustrate  the  Patient  Classification  process. 


Calgary,  Red  Deer,  Smoky  Lake,  Peace  River, 
Stettler,  Lethbridge,  and  Westlock.  Participants 
reported  they  found  the  workshops  very  useful  in 
helping  them  to  better  understand  the  new 
funding  system  as  it  has  been  developed  to  date. 
The  workshops  also  described  the  steps  involved  in 
calculating  1990/1991  direct  nursing  care  funding 
(detailed  information  is  found  in  Information 
Bulletin  1-218).  If  you  were  unable  to  attend  the 
workshop  held  in  your  area,  and  would  like  a copy 
of  the  presentation  material,  please  feel  free  to 
write  to  Vivien  Lai,  Director  - Long  Term  Care 
Institutions  Branch,  Alberta  Health. 

INTEGRATION  UPDATE 

1.  Long  Term  Care  Funding  System 

Pk  rior  to  the  introduction  of  patient 

f classification-based  funding  of  nursing 
care,  two  distinct  systems  existed  for  the 
funding  of  long  term  care  institutional 
services.  Patient  classification  results  determine 
funding  for  direct  nursing  care  services  which 
represent  approximately  50  per  cent  of  long  term 
care  facilities’  budgets.  Patient  classification-based 
funding  was  introduced  to: 

• provide  an  equitable  way  of  distributing 
resources  for  resident  care, 

• move  from  a facility-based  funding  system  to  one 
based  on  clients  and  their  care  requirements, 

• encourage  the  admission  of  residents  with  higher 
care  requirements,  and, 

• facilitate  the  process  of  moving  towards  one 
integrated  long  term  care  system. 


One  of  the  largest  projects  ahead  of  the 
Integration  Committee  and  the  Long  Term  Care 
Institutions  Branch  (LTCIB)  will  be  to  sort  out  the 
remaining  differences  in  funding  between  auxiliary 
hospitals  and  nursing  homes.  At  the  first  meeting 
of  the  Integration  Steering  Committee,  the  LTCIB 
presented  a paper  outlining  a conceptual 
framework  for  the  total  long  term  care  funding 
system.  The  paper  represents  broad  strategies  for 
determining  appropriate  funding  methodologies. 
The  key  concepts  of  the  paper,  as  described  below, 
are  prospective  pricing,  the  envelope  concept, 
pooled  resources  and  peer  grouping.  This  paper  is 
available  upon  request  from  the  Long  Term  Care 
Institutions  Branch  (address  below). 

In  a “prospective  price”  based  funding  system,  a 
fair  price  for  a service  is  established  at  the 
beginning  of  the  fiscal  year  and  then  paid  to 
facilities.  The  challenge  to  the  Integration 
Committee  and  LTCIB  will  be  to  determine  what  a 
fair  price  is  for  the  various  components  of  funding. 

The  proposed  funding  system  will  have  three 
distinct  components  or  “envelopes”.  Each  envelope 
is  funded  using  an  appropriate  methodology  which 
reflects  the  primary  focus  of  each  envelope.  There 
are  varying  degrees  of  flexibility  for  the  allocation 
of  resources  within  the  envelope.  The  proposed 
envelopes  are  resident  care  services,  support 
services  and  special  services. 

• Resident  care  services  will  include  direct 
nursing  care  and  therapeutic  services  (eg. 
occupational,  physical  and  recreational  therapy), 
with  the  primary  focus  being  resident 
requirements. 

• Support  services  will  include  administration, 
housekeeping,  laundry/linen,  plant  operations 
and  food  services.  At  a minimum,  all  facilities  will 
receive  funding  for  these  two  envelopes. 

• Special  services  could  include  regional 
programs  such  as  the  Inservice  Resource  Centre, 
Single  Point  of  Entry,  pilot  projects,  services  to 
special  target  groups  (eg.  young  physically 
handicapped  residents)  and  services  where  there 
are  identifiable  cost  variations. 

The  first  step  for  the  Integration  Committee 
and  LTCIB  will  be  to  determine  what  services 
belong  in  each  envelope. 

The  primary  goal  of  the  funding  system  is 
equity  between  facilities.  Equity  does  not 


necessarily  mean  “equal”  funding  or  the  lowest 
common  denominator.  Rather,  equity  means  that 
all  facilities  will  be  treated  fairly,  and  where 
differences  in  funding  levels  do  occur,  the  reasons 
would  be  clearly  understood  by  all.  Funds  for  long 
term  care  services  will  be  regarded  as  a “pool”  and 
be  disbursed  in  a manner  which  recognizes  the 
relative  resource  requirements  of  each  facility. 

An  example  of  the  pooling  methodology  is 
found  in  the  current  funding  of  direct  nursing  care 
services.  All  funding  available  for  direct  nursing 
care  is  recognized  in  a provincial  pool  and 
allocated  according  to  facilities’  case-mix  indices. 
All  long  term  care  facilities  are  funded  according 
to  their  current  resident  needs  as  defined  through 
patient  classification,  and  from  the  pool  of 
resources  available  for  nursing  care. 

“Peer  grouping”  refers  to  placing  facilities  with 
similar  characteristics  into  “peer  groups”.  The  peer 
groups  will  be  based  on  groupings  of  facilities 
whose  costs  per  resident  day  are  relatively  similar. 
A number  of  services  will  be  funded  using  the  peer 
group  concept. 


2.  Long  Term  Care  Facility  Reporting 
System 


A new  form  for  reporting  financial  data  was 
introduced  effective  April  1,  1990.  This 
/ % form  replaced  all  existing  financial 

JL  forms  for  nursing  homes  and  auxiliary 
hospitals.  The  new  report,  to  be  submitted 
quarterly,  decreased  the  amount  of  reporting 
required  for  long  term  care  facilities.  In  addition, 
combined  facilities  would  now  be  required  to 
submit  only  one  report.  As  a result  of  this  change, 
all  long  term  care  facilities  would  now  follow  the 
same  reporting  requirements.  This  change  will  also 
assist  in  the  comparisons  between  facility  types. 
More  information  about  the  new  reporting  form  is 
found  in  Directive  D-258,  and  Information  Bulletin 
1-330. 


3.  Support  Services  Subcommittee 

A subcommittee  of  the  Integration 
/ % Committee  was  established  to  assist  in 
/ % the  study  of  support  services  in  long 

-L  A term  care  facilities.  This  committee  will 
be  defining  those  factors  most  likely  to  influence 


the  costs  of  the  various  components  of  support 
services.  Committee  members  are: 

• Greer  Black  (Co-Chair),  Alberta  Health 

• Rulon  Meldrum  (Co-Chair),  Hospital  District 
#24,  Edmonton 

• David  Gariepy,  Alberta  Health 

• Cal  Lyseng,  Bethany  Care  Centre,  Camrose 

• Marlene  Mysak,  Foothills  Hospital,  Calgary 

• Gerry  Polanchuk,  High  River  Hospital  and 
Nursing  Home 

• Gord  Spear,  Extendicare  Health  Service,  Inc. 

• Mona  Theriault,  Westlock  Auxiliary  Hospital  and 
Nursing  Home 

We  look  forward  to  hearing  their  report! 

YOU  ASKED  US 

This  will  be  a regular  section  of  this 

newsletter.  It’s  your  chance  to  ask  any 
question  you  never  get  around  to  asking. 
This  feature  will  begin  with  some 
questions  we’ve  heard  raised  a number  of  times, 
but  after  this  it’s  up  to  you  to  let  us  know  what  you 
want  to  know  about! 

1.  Question 

What  happens  if  one  of  my  residents  is  missed  at 
the  time  of  classification  (i.e.  is  in  hospital  or  out 
on  leave)?  Will  I get  funded  for  that  person’s  care? 

Answer 

Case-Mix  Index  (C.M.I.)  determines  the  level  of 
funding  for  direct  nursing  care  services,  and  is  a 
comparison  of  the  level  of  care  in  one  facility 
versus  all  residents  classified  in  the  entire 
province.  A C.M.I.  is  based  on  the  proportion  of 
residents  in  each  classification  category.  If  a 
resident  is  not  classified,  the  facility’s  C.M.I.  is 
calculated  without  him/her,  and  funding  is  then 
based  on  the  care  requirements  of  all  other 
residents.  In  most  cases,  the  absence  of  a resident 
will  not  affect  a facility’s  case-mix.  The  facility  will 
continue  to  be  paid  for  that  resident’s  care  since 
funding  is  based  on  the  number  of  resident  days 
multiplied  by  the  facility’s  C.M.I. 


2.  Question 

What  accounts  for  the  change  in  my  facility’s  case- 
mix  index  between  the  1988  and  1989 
classifications? 

Answer 

Analyses  have  shown  that  three  factors  account 
for  changes  in  a facility’s  C.M.I.  These  are: 
admission/ discharge  patterns,  charting  practices, 
and  care  requirements  of  residents.  If  a facility 
admits  residents  who  have  significantly  lighter  care 
requirements  than  the  residents  who  were 
discharged,  then  the  C.M.I.  is  likely  to  drop.  If  a 
facility  improves  the  documentation  of 
interventions  for  behavior  problems,  for  example, 
then  the  facility’s  C.M.I.  may  increase.  If  the  care 
requirements  of  residents  in  a facility  change,  then 
the  C.M.I.  should  change. 


SOME  PARTING  REMARKS 

Wr  e hope  you  found  this  newsletter 

informative.  Since  we’re  just  starting 
out,  we’d  really  like  to  hear  from  you 
to  let  us  know  how  we  can  improve  it 
(too  long?  too  short?  too  much  detail?  too  little 
detail?),  and  how  we  can  better  meet  your  needs.  If 
you  found  the  information  helpful,  we’ll  try  to  keep 
it  coming  on  a regular  basis.  Any  feedback  you’d 
like  to  give  us  can  be  sent  to  the  address  below. 
Thanks! 

You  were  sent  a copy  of  this  newsletter  if  you 
were  on  the  previous  Patient  Classification 
progress  report  mailing  list.  If  you  do  not  wish  to 
remain  on  the  Continuing  Care  newsletter  mailing 
list,  please  let  us  know. 

Address  your  comments,  “You  Asked  Us” 
questions,  and  requests  for  additional  copies  to: 

Continuing  Care  Newsletter 
Alberta  Health 

Long  Term  Care  Institutions  Branch 
15th  Floor,  10025  Jasper  Avenue 
Box  1360 

Edmonton,  Alberta 
T5J  2N3 

Telephone:  427-7128 


